Boy knifed to death on an errand. Baby's bedroom of horror. Punch-up after Youth Club. Door smashed in row at Police Station. Soccer Violence.
These headlines and others like them are unfortunately all too familiar in our daily newspapers. Each night at least one programme on television is dedicated to violence. If one wishes to spend an evening at the cinema the choice of subject is usually between sex and violence. The victims of these acts of violence about which we read invariably arrive at hospital Accident and Emergency units for treatment thus involving us all with their many problems.
Social violence today is on the increase in all its forms. Society appears to have accepted that violence is inevitable in day to day living. Whether this is a result of the increased publicity of violence and violent acts by all branches of the media or a symptom of modem stress is of little importance. What is of importance is the effect of this increase on the already strained resources of the Health Service.
The breakdown of social patterns within the family group has led in general to a lessening of social awareness and an increase of social apathy. One may take the ever increasing rate of vandalism prevalent among the younger age group as a symptom of this disease. It is, however, when I am not saying that tact and sympathy are the ultimate answer to the problem of violence within the Accident Unit. A variety of methods must be employed. Often a simple chat with an understanding person is the answer and reasoning with a patient may prevent further acts of aggression; this is presupposing that the patient has sufficient insight to be able to reason, not always the case after drink, drug abuse or in psychiatric illness. Here firm but gentle restraint and sedation may be the only solution.
In the case of the frustrated or angry patient, one may not always have time due to pressure of other more urgent work, road accidents etc, to spend explaining to these people and this is when the incident is in danger of escalating out of control.
We are all agreed that prevention of the violent outburst should be the first objective ofeveryone and it is at this point that I would ask us all to look at our own attitudes. We are in the ideal situation to trigger a violent outburst, just the wrong look at the wrong moment will achieve this.
I think at this stage it is worth mentioning that a great deal of the anger and aggression received by us is directed, not by the patient, but by his relatives or friends, and this makes it doubly difficult to cope with because you cannot be sure whether their attitude is due to the circumstances of their relative or whether they are just being obstinate.
A gentleman (I use the term loosely) who escorted his injured friend to casualty in the early hours proved to be more of a problem than the patient. Following the patient's admission with a severely lacerated hand the friend then decided that he also needed medical attention stating that he had injured his arm. This was agreed to and the doctor was once more sent for. After examination the doctor ordered a sling and told the patient to return for X-ray at 9 o'clock, whereupon Mr X demanded an immediate X-ray. This was refused and a rowdy argument followed. The doctor then left the department. Mr X shouting and abusing went into the reception area and threw a wooden box over the desk at the staff-nurse who immediately rang for police assistance. On hearing the nurse's request Mr X left the department and staff-nurse informed the police that they would not be required. Simultaneously, an ambulance arrived bringing two more patients whose driver stated that Mr X was causing a disturbance at the door. The police were recalled.
After delivering his patients the ambulanceman went outside to observe Mr X, only to discover his ambulance disappearing down the drive with Mr X in control. The ambulance was found abandoned some time later.
Other types of violence encountered on Accident and Emergency are from head injuries, the postepileptic state and hypoglycaemia. These patients as we all know, can become extremely agitated and are very often responsible for injuring the staff unintentionally. However, one usually finds in the case of epileptics and diabetics that the first thing they do after treatment and return to rational behaviour is apologise profusely for any inconvenience caused. Most people with head injuries are completely oblivious of the the fact that they have caused any disturbance. Granny bashing does happen in some homes and we have to be on the alert for it when old people are brought to hospital with unexplained bumps and bruises. These elderly citizens are in the unenviable position of not being able to complain, due to the fact that they are totally reliant upon the people responsible for their homes, food etc. If there are any grounds for suspicion these cases, if sent home, must be followed up by the social workers who can very often relieve some of the strain by suggesting granny goes to a home for the elderly a couple of days a week, thus giving both parties a very necessary break.
Familial violence
The most obnoxious type of familial violence that we come in contact with is the non-accidental injury to children. Defenceless children are used by their own parents for a variety of reasons as human punch bags. We must always be on the alert for these children and permanent staff on Accident and Emergency units are in the front line in recognition ofthis problem.
One cannot overstress the importance of being on guard for these children at all times because if the battered child is left to be reared in this dangerously violent atmosphere is in danger of becoming a battering parent. While agreeing with Mr Anderton that it is not unreasonable to hope for a peaceful society I feel, as a worker in a caring profession, who observes violence every day in varying forms, grave despair -we are rapidly reaching the point of no return.
